Objective-To examine the possibility that subclinical damage may persist after clinical recovery from neurological decompression illness. Methods-The neuraxes of 71 divers with medical histories of neurological decompression illness and 37 non-diver controls were emined by recording the somatosensory evoked potentials produced on stimulation of the posterior tibial and median nerves.
The principal finding from early postmortem studies of professional divers and compressed air workers who had died from acute neurological decompression illness was the presence in the spinal cord of scattered discrete haemorrhages of the white matter with relative sparing of grey matter.' * In divers, the lower thoracic, upper lumbar, and lower cervical cord were preferentially involved. A similar pattern was found in the spinal cords of people who had died several months or years after sustaining neurological decompression illness with most of the damage being located in the dorsal and lateral columns.' 46 Most of these reports related to patients with substantial functional residua. Palmer et al described unexpectedly extensive damage to a spinal cord at necropsy in a patient with a medical history of neurological decompression illness who had effected a good clinical recovery before his death, which was not related to diving. 5 Palmer et al suggested that neurophysiological studies might be used to supplement the physical examination of divers. Certainly *The convention for describing the decompression disorders outlined by Elliott and Moon2 has been adopted throughout the text. Thus Figure 1 shows the principal parameters used to describe PTSEP and MSEP data. These were adopted as the outcome variables in this study. The P40 wave represents the primary response of the foot area of the somatosensory cortex to In the light of the findings from the postmortem examinations of divers and compressed air workers with and without histories of decompression illness,'4-6 our study was designed as an in vivo examination of the possibility that residual neurological damage may persist after clinical recovery from neurological decompression illness.
Materials and methods
Potential subjects who had been treated for neurological decompression illness between one month and four years previously (mean 17 months) were identified from the records of the Institute of Naval Medicine, the number of dives that they had performed. Their estimates ranged from four to 3000 dives with a mean of 454.
The clinical status of the divers at the time of injury was deduced by a review of the case notes and the current state of divers and nondiver controls was determined from their medical history and neurological examination, which was performed by a single physician (AWM). Each limb was assessed as having "hard" or "soft" neurological signs or symptoms at the time of participation in the study. For example, the demonstration of a definite motor weakness or a convincing area of numbness would be regarded as a hard finding, whereas a diver's report that the sensation of pin prick was altered but in whom an objective deficit could not be shown would be classified as a soft feature. Divers were assigned to subgroups according to the symptoms and signs in the worse affected upper and lower limbs. An individual could be in the "clinically normal" subgroup for the upper limbs and in the clinically abnormal subgroup for the lower limbs (hard or soft).
SSEPs were recorded with a Neuropak Four Mini (Nihon Kohden) machine in accordance with the method described by Katifi and Sedgwick.16 Recording electrodes were sited over the scalp at Cz', C3', C4', FpZ',26 over the seventh cervical vertebra and at both Erb's points. The SSEPs were not recorded over the lumbar spine as it was found that they tended to be obscured by muscular artifact in the predominantly muscular male population studied. Earth leads were connected to the subjects' limbs and bipolar stimulating electrodes were placed over the posterior tibial nerve at a point below and posterior to the medial malleolus, or over the median nerve at the wrist. Volunteers were monitored in the reclining position. They were asked to relax and were kept warm.
The intensity of the stimulus used was that at which a definite twitch of at least one digit was seen. Two sequences of at least 500 impulses were averaged separately and summated to confirm reproducibility.
Volunteers gave their written informed consent to the procedure, which had the approval of the Ethics Committees of Southampton General Hospital and the Royal Navy.
Results
We carried out multivariate analyses of variance and covariance, with Wilk's A and Rao's F test statistics,27 to determine any differences between groups. The analyses incorporated the data from both the right and the left side in each set of limbs.
In the non-diver control group it was found that several of the SSEP latency (suffix L) and amplitude (suffix A) variates were linearly related positively and negatively respectively to height and, to a lesser extent, to age. In view of this, it was considered necessary to compare non-divers with divers by multivariate analysis of covariance with height and age as the covariates. Where the covariates were found not to make a useful contribution to the analysis, a multivariate analysis of variance was conducted. The analysis of PTSEPs was conducted with the following as bivariates in which the prefix R indicates the results from stimulation of the right and L the left side ( fig  lA) ; RP40L and LP40L, RN50L and LN50L, RP40A and LP40A, and RN50A and LN50A. Similarly, in the analysis of MSEPs, the following sets of bivariates were used ( fig  1B) ; RN20A and LN20A, RN20L and LN20L, RP30A and LP30A, RN13L and LN13L, RN9L and LN9L, RN13-RN20 and LN13-LN20, and RN9-RN13 and LN9-LN13. Also, combined multivariate analyses were performed for the PTSEP and MSEP sets of variates.
Out of 61 divers with admissible PTSEP data 23 were assessed as having clinical abnormalities of the lower limbs. Eight of the 71 divers with admissible MSEP data were similarly assessed. All of the non-diver controls were normal on physical examination at the time of their participation in the study.
Of the various analyses conducted on nondivers and divers (or subgroups of divers), the only significant differences between groups were associated with P40L, P40A, N50L and the combined PTSEP variates. None of the MSEP differences reached significance (table) . The only significant N50L different between non-divers and divers were the p longed latencies seen in the 23 divers with si and hard abnormalities of the legs (P < OC and the 15 divers with soft features only (E 0'05).
The 61 divers had significantly smaller v ues for P40A than non-divers (P < 0O05) did a subgroup of 23 divers with clinic abnormalities in the lower limbs (hard or sc (P < 0-05). Although no significant differer in P40A was found between the non-div and the 15 divers with soft lower limb clini abnormalities, there was a suggestion that l 38 divers with clinically normal legs smaller amplitude values than non-divers (I 0 1). There was an indication (P < 0 1) t] the N50A of the non-diver controls exceed the subgroup of divers with clinical abnorm ities of the lower limbs (n = 23).
Multivariate analysis of the combir PTSEP variates indicated that non-divers c fered from divers (P < 0O05). 
Correspondence and editorials
Occupational and Environmental Medicine welcomes correspondence relating to any of the material appearing in the journal. Results from preliminary or small scale studies may also be published in the correspondence column if this seems appropriate. Letters should be not more than 500 words in length and contain a minimum of references. Tables and figures should be kept to an absolute minimum. Letters are accepted on the understanding that they may be subject to editorial revision and shortening.
The journal also publishes editorials which are normally specially commissioned. The Editor welcomes suggestions regarding suitable topics; those wishing to submit an editorial, however, should do so only after discussion with the Editor. 
